Unscheduled return visits were looked at to determine the quality of care and safety of patients in a paediatric assessment unit. The reasons for unscheduled return visits were also investigated. Two per cent of patients discharged from the unit returned, the main reason being parental perception of illness. There were only two patients re-referred by their family doctor. These findings have implications for clinical care and education.
During the past decade there has been a substantial increase in the number of children referred to hospitals for admission.
1 2 This trend continues despite improving social and economic conditions for most children, improved health, falling infant and child mortality, reduced length of stay in hospital, better parental health education, improved training in paediatrics for general practitioners, and increase in general practitioner consultation rates and availability.
Short stay facilities such as admission units, assessment units, or day care units exist at many hospitals within the UK to deal with acute referrals. These facilities have been found to help in patient management. 3 4 5 They rationalise admissions by ensuring prompt treatment and transfer to the ward when admission is required, or allow children to return home the same day, thus reducing pressure on parents. Against this background, however, there are concerns that some children might be discharged too early, or inappropriately, thus compromising their care.
In an attempt to address this issue objectively, the paedia tric appropriateness evaluation protocol has been developed, 6 but proved to have limited validity for evaluating British paediatric practice and so is not recommended. 7 Other tools are being evaluated. Our hospital provides a district paediatric service for a population of approximately 85 000 children. The district covers many areas with a high social deprivation index as highlighted by Phillimore et al. 8 Our hospital has also been experiencing a rising number of patient referrals. There was a 15% increase in the number of referrals in 1991-92 compared with 1990-91. This trend has continued at 22% in 1994-95, 7.5% in 1995-96, and 41% in 1996-97, compared with the previous year.
An assessment unit was set up to deal with the problem of increasing referrals. The philosophy was to admit only those children whose needs could only be met in a hospital. It also provides an area of direct access to the referring teams so that each case being referred can be discussed. The referring teams include general practitioners and an accident and emergency department located elsewhere. There are arrangements with the ambulance service to ensure that all emergency non-trauma patients are brought directly to the unit.
It also provides a place where patients can be investigated or observed without resorting to admission. The unit's staV has no other inpatient duties.
Unit staV and facilities
The unit is a designated area, adjacent to the children's wards. It consists of seven bed spaces and is equipped with a resuscitation room, a treatment area, and two administrative oYces. There are seven full time equivalent nursing staV assisted by two auxiliary nurses. We have two extra community nurses and specialist nurses for diabetes, cystic fibrosis, asthma, epilepsy, and critical care. The unit is consultant led with one senior house oYcer and a registrar available during the opening hours between 0900 and 2100 hours on weekdays and 1000 and 1700 hours at weekends. The unit was first opened in November 1994. At that time we only operated on weekdays.
Operational policy of the unit
Clinical assessment entails obtaining details of the presenting complaints, in addition to social and past medical history, as well as contact telephone number and availability of own transport. The decision to admit an individual patient is based on clinical need, whereby the child's management requirements can only be met within a hospital environment. Social circumstances sometimes influence the decision and the parents have an opportunity to say if they feel comfortable with looking after their child at home.
Appropriate management is outlined to the parents and arrangements are made either to see the family doctor, a community nurse, a specialist nurse where appropriate, or for a formal discharge. Health education and information leaflets are provided as necessary. When a child is sent home, parents are advised to contact the unit in the event of deterioration or lack of improvement. Discharge from the unit is eVected by an experienced member of staV of registrar grade or above.
To determine the quality of service provided, we decided to investigate unscheduled return visits as an indicator of outcome after discharge from the assessment unit.
Methods and analysis
Our study was conducted over a 30 month period from January 1995 to June 1997. All demographic details, in addition to the reasons for and outcome of unscheduled return visits, were collected prospectively and stored on a computerised database.
The unscheduled return visits were identified using three main sources of information. These were a hand written register based in the unit, the hospital computerised patient administration system used with the medical records for hospital numbers, and the interdistrict hospital information register. The last was established to monitor how many children have to travel to other districts because of a lack of beds. This helped us to determine if any of the discharged patients had transferred their care to a neighbouring hospital. Information is fed back on a monthly basis. The information gathered on unscheduled return visits has been analysed and compared with historical data. Figure 1 shows the trend of referrals and admissions before and after the unit opened. Before the opening of the unit, referral equated to admission to the children's wards where assessment and observation were carried out. Despite a sharp increase in acute referrals, we have managed to slow down the admission rate.
Results
During the study period, 7328 patients were referred for admission. Of these, 3131 (43%) were allowed home after initial assessment. Figure 2 shows the trend for discharges from the assessment unit in relation to the increase in referral rates.
There were 106 children requested to return for review. All these scheduled returns were seen as arranged and formally discharged.
We identified 65 (2%) unscheduled return visits during this period. The interdistrict hospital register did not reveal any children discharged from the unit who went to either of the two neighbouring hospitals. The reasons for their return are outlined in fig 3. The diagnostic spectrum in these patients is outlined in table 1, and is no diVerent from that seen in acute referrals to our unit in general. Of the 65 unscheduled return visits, 20 children were subsequently admitted to the ward. Tables 2 and 3 summarise the details of their problems. Twelve of these cases required observation only, and only four remained on the ward for more than 24 hours.
Discussion
Unscheduled return visits constituted only 2% of the discharges from the assessment unit. In spite of increased referrals, the assessment unit has produced a slow down in the percentage of patients receiving inpatient care. Our results indicate that the process is safe if well run and supervised. There were no deaths and no patient required intensive care as a result of decisions made in the unit. We have evidence that no patient opted to go to neighbouring hospitals because of decisions made in the assessment unit.
Parents' perception of illness was the main reason for returning to the unit. This highlights that a full assessment must ensure that parents' concerns are listened to and that they are involved in decision making about the care of their children.
This particular aspect is evident in some of the 20 children who made unscheduled return visits, and who spent a night in hospital for observation. This period of observation in the ward reassured parents and gave them confidence to care for their children at home. In 16 of the 20 unscheduled return visits, the parents' perception had been that the child could not have been managed at home.
Our experience regarding the care of children in this setting is similar to that observed elsewhere in the country. 3 4 There has been an increase in the number of patients sent home directly from the unit. This has in turn led to a reduction in the percentage of children receiving inpatient care.
There have been concerns about self referrals. These are of two categories, patients whose parents bypass the primary care service and the unscheduled return visits. We discourage the former but it is important to allow the latter access to the service if parents remain concerned. Our data show that two of the 18 self referrals had major problems requiring intervention. The provision of access to those who have been discharged is an extra safety measure.
Supportive services, community nurses, and specialist nurses were put in place to ensure patient safety and this has given confidence to parents and general practitioners. It also ensured that the ambulatory service continues to thrive.
A 72 hour period is used as our cut oV point for returning to the unit unless it is a scheduled appointment. This was based on the assumption that those patients who return during this period are more likely to have symptoms related to the original complaint. It provides safety for those patients who may have been seen during the prodrome phase of an illness. It deals with most patients who deteriorate or those who do not respond to the prescribed management.
Although we do not have data on the number of children who went back to see their general practitioners, we are confident that the oVered access ensures return to the unit rather than to other hospitals.
Our findings have implications for clinical service provision. Consultation in the unit has to focus on the issues that most concern parents or carers. Understanding the problem and methods used to manage it are crucial to the success of ambulatory care. SuYcient time must be provided to explain in detail, 9 and clearly written information should be provided for parents to refer to at home.
The availability of an assessment unit could encourage many health workers in the primary care sector to seek a second opinion for conditions they otherwise might have managed on their own. It is possible that parents may demand a second opinion. We are monitoring this to see whether it might partly explain the continued escalation of referrals, although a similar trend has been observed in other studies. 4 The workload created has to be handled, so staYng issues have to be evaluated regularly. Education for parents and communication with other health workers must be evaluated regularly to ensure continuity of care for children. Management guidelines are shared and parents' participation is ensured. 9 In summary, the assessment unit has been eVective in reducing patient admissions, with few unscheduled return visits and no major problems as a result of decisions made to manage children at home. 
